Introduction
When Rathbun (1948) first described neonatal hypophosphatasia he discussed three conditions of differential diagnosis. These consisted of osteogenesis imperfecta, achondroplasia and renal hyperparathyroidism. Since then a number of other conditions have been defined on a clinical, radiological and genetic basis (Tables 1 and 2 ). Such conditions are not excessively rare if sought. Ryan and Kozlowski (1971) found nineteen cases of bone dysplasia in consecutive radiographs of 109 infants dead on delivery. When a case of neonatal hypophosphatasia occurred in the authors' unit they were able to include thirteen conditions in the differential diagnosis. They are here described together with prognosis and genetic implications. Achondroplasia Achondroplasia is the prototype of true bone dysplasia (Rubin, 1963) and it is the best described form of neonatal dwarfism. Its incidence per one million people was found to be fifteen in the United States (Potter and Coverstone, 1948) , twenty-three in Denmark (Morch, 1941) and 283 in Northern Ireland (Stevenson, 1957) . It is inherited as an autosomal dominant but over 90%/ of cases are fresh mutations especially with elderly parents (Barr and Forfar, 1973) . Harris and Patton (1971) in their series found that the mutation rate was not greater than 1 in 100,000. Its incidence in twins is extremely rare.
Clinically the condition may be recognizable at birth but often it is not, as the features of proximal limb shortening, large head, depressed nasal bridge and prominent forehead may be poorly developed. Harris and Patton (1971) 
Achondrogenesis
This was first described under the title of anosteogenesis (Parenti, 1936) as it was thought to be a variety of osteogenesis imperfecta. Fraccaro (1952) first used the term 'achondrogenesis' because of marked retardation of ossification. Parental consanguinity (Saldino, 1971) and multiple affected siblings (Houston, Awen and Kent, 1972) have been reported. The role of teratogenic agents is speculative as a case of achondrogenesis following maternal thalidomide ingestion has been described (Jurczok and Schollmeyer, 1962) . Hydramnios is a frequent complication of the pregnancy and achondrogenic infants are usually premature and stillborn. It is a rare condition and is characterized at birth by extremely short limbs, large head, swollen abdomen, poor ossification of bones generally and essentially no neck (Fig. 1) . Harris, Patton and Barson (1972) described two siblings under the title of 'pseudoachondrogenesis with fractures' which is representative of a different type of achondrogenesis and resembling the siblings described by Houston et al. (1972) . This particular variety is now known as 'Harris and Houston' type of achondrogenesis (Fig. 2) (Shokeir, Houston and Awen, 1971 anomalies affecting hair, teeth and nails, and congenital heart disease is common. The shortening of limbs in this condition is the reversal of achondroplasia in that it is the distal parts of the limbs which are shortened rather than the proximal (Fig. 3) 
Hypophosphatasia
This is an autosomal recessive condition.
The term 'hypophosphatasia' was used for the first time by Rathbun (1948) to designate an osteoblastic condition with low serum alkaline phosphatase. There are three salient features-abnormal mineralization of bone, increased urinary excretion of phosphoethanolamine and diminished alkaline phosphatase activity. Fraser (1957) described three different categories depending on the age of onset: newborn, infants and children. The newborn type is the most severe (Figs 6 and 7) and carries the worst prognosis. Hypercalcaemia is a common complication presumably due to accumulation of calcium in the blood as it fails to be incorporated into bone because of absent or low alkaline phosphatase activity. Dent (1956) (Fulginiti et al., 1967; Alexander and Dunbar, 1968) (Fig. 10) shows the abnormalities that are found in the congenital variety. Thanatophoric dwarf Maroteaux, Lamy and Robert (1967) (Fig. 11) and consists of very short
